The gastrointestinal (GI) tract is the predominant site of extra nodal lymphoma involvement. In the United States (US), gastric lymphoma is the most common extra nodal site of lymphoma. Most of these lesions are either extra nodal marginal zone B cell lymphoma of mucosa associated lymphoid tissue (MALT) type or diffuse large B cell lymphoma (DLBCL). We report a case of diffuse large B-Cell Gastric Lymphoma who initially presented with sore throat, dysphagia and hiccups for a few months. Esophagogastroduodenoscopy showed lower esophageal stenosis and a large, infiltrative, ulcerated, circumferential mass at the gastro esophageal junction and cardia. Histopathology showed diffuse large B cell lymphoma. Positron emission tomography scan showed advanced disease with presence of lymph nodes on both sides of the diaphragm. The patient was considered to have Stage IV gastric lymphoma. Subsequently, he was treated with R-CHOP regimen (rituximab, cyclophosphamide, hydroxydaunorubicin, oncovin (vincristine), and prednisone).
Introduction
The gastrointestinal (GI) tract is the predominant site of extra nodal lymphoma involvement. In the United States (US), gastric lymphoma is the most common extra nodal site of lymphoma. Most of these lesions are either extra nodal marginal zone B cell lymphoma of mucosa associated lymphoid tissue (MALT) type or diffuse large B cell lymphoma (DLBCL) . We report a case of diffuse large B-Cell Gastric Lymphoma.
Case Presentation
A 63-year-old man presented to the Emergency Department (ED) with complaints of sore throat for the past 5 days. He also reported symptoms of dysphagia to solids only and intermittent hiccups during meals for two months. He denied any history of abdominal pain, constipation, diarrhea, weight loss, nausea, vomiting, fever or night sweats. He had no significant prior medical or surgical history and also denied taking any medications. He did not smoke cigarettes, drink alcohol, or use illicit drugs. Family history is insignificant for any malignancy. On examination, his vital signs were normal and systemic examination was unremarkable. He underwent a computed tomography (CT) Neck Soft Tissue without contrast which did not show any acute findings. He recently underwent screening colonoscopy, which was significant for low grade tubular adenoma. He was scheduled for an esophagogastroduodenoscopy (EGD) which showed lower esophageal stenosis at the distal esophagus, which could not be traversed with a regular scope. Ultrathin upper endoscope was used to pass the stenosed esophageal area and further examination showed a large, infiltrative, ulcerated, circumferential mass at the gastro esophageal junction and cardia (see Fig. 1 and 2). Subsequent biopsy revealed diffuse large B cell lymphoma (DLBCL) of the gastro esophageal junction and cardia ( Fig. 3 and 4 ). On immunohistochemical stain, the tumor cells were positive for leukocyte common antigen (LCA), CD20 (CD; cluster of differentiation), CD79 and were negative for cytokeratin AE1/AE3, CD3, CD5, CD10, CD43, CYCLIN-D1, B-cell lymphoma 2 antibodies and B cell lymphoma 6 antibodies (see Fig. 5 and 6). The Ki 67 index was reportedly very high.
Further workup for tumor staging was performed. Computed tomography (CT) of the abdomen and Pelvis with contrast, showed a mass like thickening of the distal esophagus and proximal stomach with probable nodal involvement. PET Scan showed abnormal activity in distal esophagus, gastric fundus and nodes above and below the diaphragm. Table 1 shows laboratory parameters. The diagnosis of Stage IV (esophagus and gastric involvement) DLBCL was made and the patient was started on R-CHOP chemotherapy regimen (RCHOP; rituximab, cyclophosphamide, hydroxydaunorubicin, oncovin (vincristine), and prednisone). Table 1 showed laboratory parameters.
Discussion
DLBCL is the most common histologic subtype of non-Hodgkin lymphoma (NHL). It accounts for approximately 25% of non-Hodgkin's lymphoma (NHL) cases in the developed world [1]. In the United States, the incidence of DLBCL is approximately 7 cases per 100,000
persons per year [1, 2] . Like most other NHLs, there is a male predominance with approximately 55 percent of cases occurring in men [1] . The incidence increases with age with the mean age at presentation being 64 years, but appears to be younger for Blacks than for Caucasian Americans [3] . Diffuse large B-cell lymphoma (DLBCL) is an aggressive NHL in which survival without treatment is measured in months. Sixty percent of patients will present with advanced stage DLBCL (usually stage III or IV disease) while 40 percent have a more localized disease [5, 6] . Patients with DLBCL typically present with symptoms of a rapidly enlarging mass often with associated lymphadenopathy. Extra nodal involvement is common among those presenting with stage I/II disease [4] . Systemic "B" symptoms (fever, weight loss, night sweats) are observed in about 30 percent of patients, and the serum lactate dehydrogenase (LDH) is elevated in over one-half of them [5, 6] . The diagnosis of DLBCL is best made based by excisional tissue biopsy. Staining for pan-B cell markers, such as CD20 and CD79a, is enough to establish the diagnosis in many cases, but a much broader set of stains may be needed in cases with atypical morphological features.
The initial treatment of DLBCL is dependent on the extent of disease. Patients with DLBCL are generally classified as having either limited stage disease (usually stage I or II) or advanced stage disease (usually stage III or IV) based on whether the tumor can be contained within one irradiation field. For patients with limited stage gastric DLBCL, treatment regimen comprises either six cycles of R-CHOP alone or three cycles of R-CHOP followed by involved-field radiation therapy (IFRT). Patients with advanced disease need to be treated more aggressively [7] [8] [9] . Surgery is reserved for patients with complications such as perforation, obstruction, or intractable bleeding, for both limited stage and advanced disease. Positron emission tomography (PET) scan should be obtained 6-8 weeks after chemo immunotherapy and 12 weeks after the completion of radiotherapy. Response to treatment is determined using information gathered from the post-treatment history, physical, and PET/CT scan results. Following the completion of therapy, restaging and documentation of complete remission should be done. The patient should be seen at periodic intervals to monitor for treatment complications and assess for possible relapse of the disease. Our patient is still receiving R-CHOP chemotherapy regimen. His clinical course is complicated by mild myelosuppression as a side effect of chemotherapy without any adverse event.
Conclusion
DLBCL is a common gastrointestinal tract lymphoma usually affecting elderly males. It usually presents at advanced stage. Treatment mainly comprises chemotherapy. Here we present a case of gastric DLBCL with an intent to make physicians aware of this common lymphoma which is aggressive and fatal if left untreated.
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